Objective-To determine the prevalence of infection with the human immunodeficiency virus (HIV) in all patients attending a London sexually transmitted disease clinic over four weeks at the end of 1987 and to see how it varied from that in similar samples studied between 1982 and 1986. Design-Anonymous testing of serum samples from consecutive heterosexual and homosexual patients having routine serological investigations for syphilis. Testing was for anti-HIV-I, anti-HIV-II, and hepatitis B core antibody (anti-HBc) and P24 antigen. Age, nationality, sexual orientation, and past sexually transmitted diseases were recorded for each patient. Gonorrhoea rates by quarters were analysed among homosexual and bisexual men and heterosexual men and women from 1981 to 1987.
Introduction
Most cases of infection with the human immunodeficiency virus (HIV) occur as a result of sexual transmission. In Africa infection is acquired predominantly heterosexually, high rates being reported among prostitutes and attenders at sexually transmitted disease clinics. [1] [2] [3] In the United Kingdom most infections have been in homosexual men, but the spread of infection has declined among homosexuals in London in association with a reduction in their numbers of sexual partners and the adoption of safer sexual practices.4 The potential for increasing cases in the heterosexual community will lie initially with intravenous drug users, bisexual men, and to a less extent haemophiliacs.
In addition to HIV-I, HIV-II-a similar but antigenically different virus-is endemic in countries in west Africa5 and produces similar clinical features. It has also been detected in Europeans who have lived or had sexual partners in those areas; two cases in France6 and one in the United States7 represent the only cases not directly linked to the source of this virus.
The aim of this study was to examine the continuing trends in the prevalence of infection with HIV (types I and II) and the incidence of gonorrhoea as a surrogate marker of change in sexual behaviour in patients attending our 
Results
Of the 1039 patients studied, 789 were heterosexual (412 women, 377 men) and 250 homosexual or bisexual (table I) . Sixty four of the 250 homosexual and bisexual men studied were anti-HIV-I seropositive, a prevalence of 25-6%; among British men considered alone the prevalence was also 25-6% (54 of 211). Four of 377 heterosexual men were anti-HIV-I seropositive (tables I and III). Two were British, one was European, and the fourth South American; all were resident in the United Kingdom. Only one gave a history of past sexually transmitted disease, and three were anti-HBc positive. On the day that they were entered into the study two had a sexually transmitted disease (one urethral gonorrhoea, the other pubic lice). One patient, who did not have a sexually transmitted disease, was an intravenous drug user, and the remaining three had no known risk factors for HIV infection.
Four of 412 women tested were anti-HIV-I seropositive (tables I and III). Two were British, one was born in Africa, and one was a European; all were resident in the United Kingdom. Two had had previous sexually transmitted diseases. On the day of the study one patient was a contact of non-specific urethritis, a second had genital warts, and a third presented requesting an HIV test. Three were anti-HBc seronegative and the one anti-HBc seropositive patient had been an intravenous drug user up to three years before.
The prevalence of anti-HIV-I among British homosexual and bisexual men (figure; table IV) attending our department rose dramatically from 3 7% (4/107) in 395 (0 5%) women tested in January 1986 were anti-HIV-I seropostive; one had a recognised risk factor and the other had had only one sexual partner in the previous eight months.4 In the samples before January 1986 no anti-HIV-I seropositive patient was found among heterosexual men and women. In the 1039 patients studied no further HIV infections were identified by using the P24 antigen assay than had been found by anti-HIV assays.
Among homosexual and bisexual men rates of gonorrhoea (figure; In heterosexual men and women rates had fallen significantly from 7 5% (535/7106) and 3 8% (310/ 8054) respectively in 1981 to 1-9% (124/6610; p<001, X' df=1) and 1 1% (100/9177; p=0 05, x2, df=1) in 1987, a decline of 0 9% a year in heterosexual men and 0-4% a year in women. For the first time in our clinic, by March 1987 there was no significant difference in rates of gonorrhoea between homosexual and bisexual men and heterosexual men and women. The prevalence of anti-HBc in heterosexual men and women (7-2% and 9 7%; table I) was substantially unchanged as compared with our survey in May 1985, when the prevalence rates were 8 8% and 9 2% respectively. Exclusion of non-United Kingdom nationals gave prevalences of 3 6% and 4-6% in heterosexual men and women in this survey.
Discussion
The prevalence of anti-HIV-I in homosexual and bisexual men attending our clinic had not changed significantly since 1984. There were no significant differences in age, numbers ofpast sexually transmitted diseases, and prevalence of anti-HBc among samples. Since 1982 there had been a decrease in the incidence of gonorrhoea in all groups, but particularly in homosexual and bisexual men. It was among that group that the greatest alteration in sexual behaviour was documented, and probably it was this that so considerably altered the rate at which new HIV infections were occurring. In 1987 the prevalence of anti-HIV-I among heterosexual men and women attending our clinic was 1 -1% and 1 -0% respectively. When we excluded intravenous drug users the rates fell to 0 8% and 0 7%. The prevalence was lower than found in a similar study in a sexually transmitted disease clinic in Baltimore, United States, which reported a prevalence of 2 7% in heterosexual men and 1 8% in women." Also in the United States 1964 (3-9%) reported cases of AIDS occurred as a result of heterosexual intercourse'2 compared with 44 (2-8%) in the United Kingdom." The lower figures in the United Kingdom reflect only that we are three to four years behind the epidemic in the United States and should give us warning that heterosexually acquired HIV infection is bound to increase.
From our results among heterosexual attenders six of eight patients apparently had no identifiable risk factor that would have warranted their inclusion in an HIV risk group. Despite the limitations of anonymous testing and the fact that two of the six patients had evidence of previous exposure to hepatitis B, it seems plausible that their infections had been acquired heterosexually. What is inescapable is that all eight patients were sexually active adults, with and without other sexually transmitted infections, and unaware that they were infected or had put themselves at risk of HIV infection. These people constitute a pool of infection from which HIV is likely to disseminate. This is especially so given that usage of condoms among heterosexuals in the United States and Britain is low. The Baltimore study found that over half of the heterosexual men and women surveyed never used condoms with casual sexual partners, and similar results were reported by Sonnex et 
